full length, by prolonging the incision in the space between the acromion and coracoid processes ; 3d, the four muscles inserted into the tuberosities are more easily reached by the internal incision, which permits us at the first to reach the bicipital groove. These four muscles, the tendons of which are apt to be confounded with the capsule of the joint, must be cut at their insertions, for two additional reasons ; first, to overcome the force which they exert in causing the head of the humerus to rise under the acromial arch ; and, secondly, because these tendons being once divided, the capsule is itself, ipso facto, sufficiently opened for allowing a passage to the head of the humerus ; and it will thus be seen that, contrary to the general statement of authors on this subject?it ia sufficient, instead of cutting at first the articular capsule, merely to divide the four above mentioned tendons on the two tuberosities of the humerus.
[May of the head of the humerus, performed by him, and of which considerations the following is given as a short summary:? 1st, What limits must be assigned to resection of the head of the humerus ? If this extremity be simply splintered by a ball, removal of a segment of it is sufficient. 2d, When the fracture extends from the head of the humerus towards the diaphysis of the bone, within the medullary cavity, is it a case for amputation ? We answer no ; in full reliance on numerous facts occurring in our experience.
3d, When a ball has entered the head of the humerus, is resection indispens- His remarks are confined to the treatment, by this method, of divisions of the velum palati, and he proposes in such cases to take advantage of the great amount of retraction which occurs in the cicatrix consequent upon burns.
We need not in such cases, says M. Cloquet, cauterize the edges of the fissure throughout their whole length, converting them into a granulating sore, the cicatrization of which must be afterwards assisted by sutures, appropriate bandages and the maintenance of correct adaption. This method, long known to the profession, sometimes succeeds, but often entirely fails. The one which I propose, adds M. Cloquet, consists in applying the cautery to the angle of the fissure, and that only to a limited extent; leaving the contraction of the cicatricial tissue to operate, and then, practising a similar cauterization, and waiting for some time to renew the application in such a way as by repeated operations to bring the edges of the division towards each other, and to unite them by a succession of cicatrizations which may be regarded as so many successive points of suture. The double advautage is thereby gained of being thus enabled to watch, step by step, the results of the treatment, and to obtain unions of the most difficult nature by an operation, simple, scarcely painful, and exempt from all danger. It The apparatus which he employed for the purpose of exhibiting the drug was extremely simple?consisting of a cone of paper, wide enough at its base to include the mouth and nostrils, and truncated at its apex with the intention of allowing a certain amount of air to enter at each inspiration. A small quantity of " char pie" was introduced within the cone, and twenty or thirty drops of chloroform poured upon this, and having previously bandaged the eyes of the patient, and enjoined strict silence, the apparatus was applied?nearer and nearer the face as the anaesthesia manifested itself?until sensibility appearing absent upon pinching the skin, and intelligence upon repeating questions, the silence of the patient was regarded as the signal for commencing the operation. If the operation were a tedious one, a second or third supply of chloroform was added, which was inspired each time similarly to the first dose, alternately approaching and withdrawing the cone from the mouth of the patient during the first few seconds of inhalation.
Such little disturbed, the anterior aspect of the foot being free from deformity, except indeed a nearly imperceptible shortening of the foot, which is a little everted. He has free motion of his toes, and some slight motion of the ankle-joint. Motion of the latter increases the pain, which is of a " burning" character. There is no fracture of either the tibia or the fibula, and there is some swelling and ecchymosis, with a hard tumour of an irregularly convex shape, lying between the inferior extremity of the tibia, the tendo-Achillis, and os calcis. Professor Williams came to the conclusion that this tumour was formed by the astragalus, which was dislocated backwards and inwards, and also so rotated on its antero-posterior axis, that its superior articulating surface looked almost directly inwards. A slight attempt was made to replace the bone, but was speedily abandoned, both because of the impediment to reduction presented by the above-mentioned rotation, and of the risk of further injury to the swollen and ecchymosed soft parts covering the astragalus. The limb was then placed [May on a double inclined plane, so arranged that the leg lay horizontally. Leechea were applied to the joint, and subsequently cold water irrigation.
Professor Williams said he would not detain the Society by reading the details of the progress of the case, which had been fully and accurately taken by Mr Taylor. It would be enough to say, that the soft parts covering the displaced bone inflamed, and on the eighth day, when it was evident that their destruction was inevitable, they were divided by a crucial incision, which gave exit to a little sanious discharge, and exposed the bone, with its superior articular surface looking inwards. On the fourteenth day the bone was removed (some strong ligamentous attachments, which still held it, being divided with a probe-pointed bistoury guided by the forefinger), and it was then found that the astragalus had been fractured as well as dislocated, its head and a portion of the inferior surface having been broken, or rather ground off, and a quantity of the resulting small fragments were removed. The limb was then replaced in its previous position. Nothing requiring to be particularly noticed occurred until a fortnight after the removal of the bone, when an abscess formed below and behind the external malleolus, and was opened. The discharge, both from this abscess and from the cavity from which the astragalus had been removed, now rapidly diminished, and the parts presented a very healthy appearance. Matters went on favourably till about 6th of May, when some trouble was occasioned by stripping of the integuments over the sacrum and os calcis, in spite of every precaution that had been taken to guard against both. This, however, was remedied by attention to position, and on the 7th of June the limb was replaced in its original posture. From this time he went on steadily, but very slowly, improving; and on the 10th of August the cavity whence the bone had been removed had cicatrized, leaving a deep impression.
The foot was in an exceedingly slight degree extended, but not permanently so, for he possessed some power of moving the ankle, and was able to bring the foot to a right angle with the leg. He now began to move about on crutches, and at first the foot, when allowed to depend for some time, became painful and cedematous, but that inconvenience was relieved by careful bandaging, and soon ceased. Towards the latter end of August he left the hospital to go to the country, and was then able to walk pretty well with the aid of a stick.
Nothing was seen or heard of the patient until ten months after he had left the hospital, when he returned and stated that he had resumed work, though not of so laborious a kind as before, but that the extension of the foot had gradually increased, so as to cause considerable inconvenience in walking. The tendo-Achillis was now divided subcutaneously, and the foot was brought to about the same position it had been in when he first left the hospital. He was then provided with a high-heeled shoe, and left the hospital considerably improved, but using the help of a stick in walking.
Professor 
